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When the provider accepts the client’s retroactive eligibility, the provider has 12
months from the date retroactive eligibility was determined to bill for those ser-
vices. When submitting claims for retroactively eligible clients, attach a copy of
the FA-455 (eligibility determination letter) to the claim if the date of service is
more than 12 months earlier than the date the claim is submitted. Providers may
need to contact the client’s local office of public assistance (see the General Infor-
mation For Providers manual, Appendix B: Local Offices of Public Assistance).
When a provider chooses to accept the client from the date retroactive eligibility
was effective, and the client has made a full or partial payment for services, the
provider must refund the client’s payment for the services before billing Medicaid
for the services.

Service Fees

The Office of Management and Budget (OMB A-87) federal regulation specifies
one government entity may not bill another government entity more than their
cost. Schools should bill Medicaid their cost of providing a service, not the fee
published by Medicaid for the service. The Medicaid fee schedule is to inform
provider of the maximum fee Medicaid pays for each procedure.

Coding Tips

Effective January 1, 2004, the procedure codes listed in the following table will be
the only valid procedures for schools to use for billing Medicaid. Although
schools may continue to utilize the procedure codes published in the July 2003 fee
schedule until that time, it is recommended that providers use only the following
procedure codes.

Billing Procedures

|

Any codes billed
by schools on or
after January 1,
2004 that are not
listed in the
following table,
will be denied.

5.3



Replacement Page, October 2003 School-Based Services

School-Based Services Codes

. Unit
Service CPT Code
Measurement
Occupational Therapist
Occupational therapy — individual therapeutic activities 97530 15 minute unit
Occupational therapy — group therapeutic procedures 97150 Per visit
Occupational therapy evaluation and re-evaluation 97003 Per visit
Physical Therapist
Physical therapy — individual therapeutic activities 97530 15 minute unit
Physical therapy — group therapeutic procedures 97150 Per visit
Physical therapy evaluation and re-evaluation 97001 Per visit
Speech Therapists
Speech/hearing therapy — individual 92507 Per visit
Speech/hearing therapy — group 92508 Per visit
Speech/hearing evaluation 92506 Per visit
Private Duty Nursing
Private duty nursing services provided in school ‘ T1000 ‘ 15 minute unit
School Psychologist/Mental Health Services
Psychological therapy — individual 90804 Per 30 minute unit
Psychological therapy — group 90853 Per visit
Psychological evaluation 96100 Per hour
CSCT Program
CSCT services — individual ‘ H0036 ‘ 15 minute unit
Personal Care Paraprofessionals

Personal care services ‘ T1019 ‘ 15 minute unit

5.4

Using modifiers

School-based services providers only use modifiers for coding when the ser-
vice provided to a client is not typical. The modifiers are used in addition to
the CPT codes. The following modifiers are typically used in schools:

* Modifier “52” is billed with the procedure code when a service is
reduced from what the customary service normally entails. For
example, a service was not completed in its entirety as a result of
extenuating circumstances or the well being of the individual was
threatened.

* Modifier “22” is billed with the procedure code when a service is
greater than the customary service normally entails. For example,
this modifier may be used when a service is more extensive than
usual or there was an increased risk to the individual. Slight exten-
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Comprehensive School and Community Treatment (CSCT)
If a provider spent 30 minutes in social skills training with a Medicaid client, it
would be billed like this (the unit measurement for this code is 15 minutes):
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Therapy services

Services may be performed by a therapy assistant or therapy aide but must be
billed to Medicaid under the supervising licensed therapist’s Medicaid pro-
vider number. Remember to include the client’s PASSPORT provider’s PASS-
PORT approval number in field 17a of the claim form (see the Completing a
Claim chapter in this manual). Thirty minutes of individual physical therapy
would be billed like this (the unit measurement for this code is “15 minute

unit”):
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Private duty nursing services

Both PASSPORT and prior authorization are required for these services, so
remember to include the PASSPORT provider’s PASSPORT number in field
17a and the prior authorization number in field 23 of the CMS-1500 claim
form (see the Completing a Claim chapter in this manual). Private duty nurs-
ing services provided for 15 minutes would be billed like this:
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School psychologists and mental health services
A psychological therapy session of 30 minutes would be billed like this (the

unit measurement for this code is “per 30 minute unit”):
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Personal care paraprofessional services

Remember to include the client’s PASSPORT provider number in field 17a of
the CMS-1500 claim form (see the Completing a Claim chapter in this man-
ual). Personal care services provided to a client for 2 hours during a day would
be billed like this (the unit measurement for this code is per 15 minute unit):
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Submitting a Claim

Paper claims

Unless otherwise stated, all paper claims must be mailed to:
Claims Processing
P.O. Box 8000
Helena, MT 59604

Electronic claims
Providers who submit claims electronically experience fewer errors and
quicker payment. Claims may be submitted electronically by the following

methods:

ACS field software WINASAP 2003. ACS makes available this
free software, which providers can use to create and submit claims
to Montana Medicaid, MHSP, and CHIP (dental and eyeglasses
only). It does not support submissions to Medicare or other payers.
This software creates an 837 transaction, but does not accept an 835
transaction back from the Department.

ACS clearinghouse. Providers can send claims to the ACS clear-
inghouse (ACS EDI Gateway) in X12 837 format using a dial-up
connection. Electronic submitters are required to certify their 837
transactions as HIPAA-compliant before sending their transactions
through the ACS clearinghouse. EDIFECS certifies the 837 HIPAA
transactions at no cost to the provider. EDIFECS certification is
completed through ACS EDI Gateway.

Clearinghouse. Providers can contract with a clearinghouse so that
the provider can send the claim to the clearinghouse in whatever
format the clearinghouse accepts. The provider’s clearinghouse
then sends the claim to the ACS clearinghouse in the X12 837 for-
mat. The provider’s clearinghouse also needs to have their 837
transactions certified through EDIFECS before submitting claims
to the ACS clearinghouse. EDIFECS certification is completed
through ACS EDI Gateway

For more information on electronic claims submission, contact Provider Rela-
tions or ACS EDI Gateway (see Key Contacts).

Claim Inquiries

Contact Provider Relations for questions regarding payments, denials, general
claim questions, client eligibility, or to request billing instructions, manuals, or fee
schedules (see Key Contacts).

Billing Procedures



School-Based Services Replacement Page, October 2003

Rebilling Medicaid

Rebilling is when a provider submits a claim to Medicaid that was previously
submitted for payment but was either returned or denied. Claims are often
returned to the provider before processing because key information such as
Medicaid provider number or authorized signature and date are missing or
unreadable. For tips on preventing returned or denied claims, see the Billing
Procedures and Completing a Claim chapters.

When to rebill Medicaid \ j
*  Claim Denied. Providers can rebill Medicaid when a claim is denied in e, Egit::lsd:r:ied
full, as long as the claim was denied for reasons that can be corrected. after apprgpriate
When the entire claim is denied, check the Explanation of Benefits corrections have
been made.

(EOB) code, make the appropriate corrections, and resubmit the claim
on a CMS-1500 form (not the adjustment form).

* Line Denied. When an individual line is denied on a multiple-line
claim, correct any errors and rebill Medicaid. Do not use an adjustment
form.

* Claim Returned. Rebill Medicaid when the claim is returned under
separate cover. Occasionally, Medicaid is unable to process the claim
and will return it to the provider with a letter stating that additional
information is needed to process the claim. Correct the information as
directed and resubmit your claim.

How to rebill

*  Check any EOB code listed and make your corrections on a copy of the
claim, or produce a new claim with the correct information.

*  When making corrections on a copy of the claim, remember to cross
out or omit all lines that have already been paid. The claim must be
neat and legible for processing.

* Enter any insurance (TPL) information on the corrected claim, or attach
insurance denial information to the corrected claim, and send it to
Claims Processing (see Key Contacts).

Adjustments

If a provider believes that a claim has been paid incorrectly, the provider may
call Provider Relations (see Key Contacts) or submit a claim inquiry for review
(see the Billing Procedures chapter, Claim Inquiries). Once an incorrect pay-
ment has been verified, the provider may submit an Individual Adjustment
Request form (in Appendix A) to Provider Relations. If incorrect payment was
the result of an ACS keying error, contact Provider Relations.

Q>

Adjustments
can only be

When adjustments are made to previously paid claims, the Department recov- rTa.de to paid
ers the original payment and issues appropriate repayment. The result of the ciams.
adjustment appears on the provider’s RA as two transactions. The original
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payment will appear as a credit transaction. The replacement claim reflecting
the corrections will be listed as a separate transaction and may or may not
appear on the same RA as the credit transaction. The replacement transaction

will have nearly the same ICN number as the credit transaction, except the 12th
digit will be a 2, indicating an adjustment. See Key Fields on the Remittance
Advice earlier in this chapter. Adjustments are processed in the same time
frame as claims.

When to request an adjustment

Request an adjustment when a claim was overpaid or underpaid.

Request an adjustment when a claim was paid but the information on
the claim was incorrect (such as client ID, provider number, date of ser-
vice, procedure code, diagnoses, units, etc.).

How to request an adjustment

To request an adjustment, use the Montana Medicaid Individual Adjust-
ment Request form in Appendix A. The requirements for adjusting a claim
are as follows:

Claims Processing must receive individual claim adjustment requests
within 12 months from the date of service (see Timely Filing Limits in
the Billing Procedures chapter). After this time, gross adjustments are
required (see Definitions).

Use a separate adjustment request form for each ICN.

If you are correcting more than one error per ICN, use only one adjust-
ment request form, and include each error on the form.

If more than one line of the claim needs to be adjusted, indicate which
lines and items need to be adjusted in the Remarks section of the adjust-
ment form.

Completing an Adjustment Request Form

1.

Copy the Montana Medicaid Individual Adjustment Request form from
Appendix A. You may also order forms from Provider Relations or
download them from the Provider Information website (see Key Con-
tacts). Complete Section A first with provider and client information
and the claim’s ICN number (see following table and sample RA).
Complete Section B with information about the claim. Remember to
fill in only the items that need to be corrected (see following table):

* Enter the date of service or the line number in the Date of Service or
Line Number column.

» Enter the information from the claim form that was incorrect in the
Information on Statement column.

 Enter the correct information in the column labeled Corrected Infor-
mation.

Remittance Advices and Adjustments
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